1-day-old nausea and vomiting. She had a medical history of chronic alcoholic pancreatitis and alcoholic liver cirrhosis. The patient claimed abstinence from alcohol during the past month. On physical examination the patient was afebrile with normal vital signs. The abdomen was tender in the left upper quadrant. There were no signs of ascitic fluid. Laboratory tests showed a hemoglobin level of 15.5 g/dL (normal range 12-16), normal white blood cell count, normal platelet count, and normal INR. Liver tests were normal. Serum amylase and lipase levels were slightly elevated. Abdominal computed axial tomography (CAT) showed features of chronic pancreatitis, cirrhotic liver, and a large pseudocyst approximately 10 9 8 cm in size and originating from the tail of the pancreas, thus impressing the fundus of the stomach. It was concluded that the patient was having an episode of acute chronic pancreatitis complicated by a large pseudocyst. The patient was managed conservatively with intravenous fluid replacement, NPO status, and administration of analgesics.
On the third day of admission she suddenly became hemodynamic unstable. Laboratory test showed a hemoglobin decrease to 7.3 g/dL. Because there were no signs of an acute gastrointestinal bleeding, such as rectal blood loss or melena, bleeding from a pseudoaneurysm in the pseudocyst was suspected. Abdominal CAT showed that the pseudocyst had increased in size to 11 9 15 cm. Indeed, a pseudoaneurysm of the arteria gastrica sinistra was identified and was successfully occluded by selective embolization (Figs. 1 and 2) .
Three weeks later abdominal CAT was repeated. There appeared to be a connection between the pseudocyst and the stomach (Fig. 3) . This finding was confirmed by upper gastrointestinal endoscopy, which showed an opening approximately 3 9 4 cm in size in the fundus of the stomach that communicated with the interior of the pseudocyst. Because there appeared to be adequate drainage of the cyst into the stomach, no further therapeutic steps were undertaken. Several days later the patient was discharged in good condition. Subsequent follow-up endoscopies showed a gradual healing of the opening and fistulous tract. The patient recovered uneventfully, and no recurrence of the pseudocyst was seen on ultrasonographic examination at 24-month follow-up.
Discussion
Pseudoaneurysmal bleeding and rupture are potential lifethreatening complications of pancreatic pseudocysts. Pseudoaneurysms result from autodigestion and weakening of the wall of the pseudocyst and an adjacent artery by activated proteolytic enzymes or severe inflammation. Reported mortality rates, which vary between 15% and 43%, are high if a bleeding occurs [10, 11] . Fortunately, nowadays much acute bleeding from pseudoaneurysms can be effectively managed by selective angioembolization [12] . Pseudocyst rupture into the abdominal cavity leads to severe peritonitis. However, in case of ''spontaneous'' rupture into the gastrointestinal tract, as occurred in our patient, there is instant relief of complaints, including pain, feeling of fullness, or intestinal obstruction. Complete cyst resolution may follow without need for further therapeutic intervention. We hypothesize that in this patient, ''spontaneous'' breakthrough was facilitated by postembolization ischemia of the gastric wall in combination with mechanical pressure of the bulging pseudocyst.
Open Access This article is distributed under the terms of the Creative Commons Attribution Noncommercial License which permits any noncommercial use, distribution, and reproduction in any medium, provided the original author(s) and source are credited.
